In a one year prospective study in the Trent region we examined the short term outcome (survival to discharge) of all infants who required admission to a baby care unit. Infants of less than or equal to 28 weeks' gestation who received all their perinatal care in one of five large centres (each providing more than 600 ventilator days/year) showed significantly better survival rates than infants electively treated throughout their entire course at one of the 12 smaller units (34 survivors from 65 infants (52%) compared with eight survivors from 37 infants (22%). These differences occurred despite the elective transfer of many of the sickest infants from the smaller units to the larger. Differences in survival between more mature infants were not significant. These results support the policy that there should be a more centralised neonatal service for those infants at or below 28 weeks' gestation.
Neonatal intensive care is expensive,' and potentially hazardous,2 but many paediatricians feel that it has made a considerable contribution to the improvements in perinatal and infant mortality in the last two decades. 3 Others have reservations about the rapid growth of the specialty.5 6 This controversy has arisen because the value of neonatal intensive care has never been tested in a controlled trial, and few clinicians would now consider that such a trial was Reviewing the same data by birth weight shows the same trends, but differences in survival are not significant (table 2) . This is to be expected as in general mature growth retarded infants do well without the severe problems related to immaturity. Some of these infants will have been included in the low birthweight groups.
Discussion
These data indicate that infants of 28 weeks' gestation or less show improved survival when they are treated in recognised neonatal intensive care units compared with infants who are electively treated in smaller units. This difference is particularly important, as many of the sickest infants were transferred from the smaller units and this was confirmed by risk scoring. There was no indication that the smaller units electively retained an excess of infants unlikely to survive for terminal care. It was in the larger units that a policy of offering terminal care to very immature infants away from the labour ward was more firmly established. The mechanism for the improved survival has not been shown.
No information is available about rates of handicap. Clearly this is important and will be considered in a further study. The limited number of survivors of 28 weeks' gestation or less, however, means that a study of several health regions will be required to obtain sufficient data for comparison. Without these data our findings must be interpreted with caution.
In a recent publication that was broadly critical of neonatal intensive care, attention was focused on artificial respiratory support as the essential element. For infants of more than 28 weeks' gestation there is no indication from these data that care should take place in designated centres. A comparison between the two types of unit of these more mature babies with similar diseases has not been possible. This might be achieved in a study of several regions that would provide sufficiently large numbers to allow matching for severity of disease.
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